demonstrate the existence of basic differences in the site preference of cancer in groups of people exhibiting different habits, customs, addictions and personal environment, even though living within the same geographical boundaries.
The situation in India is, however, fast changing and a growing interest is being taken in establishing 'data banks' through appropriate cancer registration. The Bombay Cancer Registry is the only population-based register functioning in the country today.
As compared with India the smaller developing countries should have better opportunities to improve their data within a relatively short time because of the lesser burden of looking after smaller populations. A major effort is obviously necessary in a country the size of India to assess the true cancer load when vital statistics, even today, are maintained at but a few highly industrialized urban centres.
In India, the commonest sites involved by cancer are the oropharynx, the upper digestive tract (above the level of the cardio-aesophageal junction) and the uterine cervix. This situation is at complete variance with the distribution seen in the West, where the disease is seen to occur in greater numbers in the bronchus, the digestive tract below the level of the cardio-cesophageal junction and the female breast. The age pyramid of the population in underdeveloped countries is broad based and the average life-span is short. A majority of the people do not survive to an age when cancer is known to strike with greater frequency.
The general etiological picture obtained for cancer today in the different parts of the world is varied and complex. It appears that the disease is caused by a varying number of agents not only in different countries but even in different parts of the same country. Its incidence ultimately seems to depend on the degree of carcinogenicity of individual agents or a combination of them and on the amount of environmental and other contaminants to which a particular population is exposed, both at the general and personal levels. 
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Distribution of Cancer in Africa
From the standpoint of disease patterns sub-Saharan Africa must be considered separately from the north of the continent, which may be viewed as a downward spread of Mediterranean civilization. There is for example a greater change in pathology encountered between southern and northern Sudan than between southern Sudan and the Cape (Burkitt 1966) .
Any study of cancer distribution in sub-Saharan Africa will show that while some tumours are unduly rare or prevalent everywhere, others are almost peculiar to large segments of the continent, while at the same time having a more detailed geographical distribution within individual countries.
Tumours that are Rare or Common Throughout Sub-Saharan Africa Tumours of the large bowel, the corpus uteri, the skin and the testes are, in comparison with Western countries, remarkably rare throughout Africa. Breast tumours, while not rare, are much less prevalent than in Europe or North America. Primary liver cancer is, on the other hand, probably the commonest form of cancer encountered throughout sub-Saharan Africa.
With the exception of cutaneous and testicular cancers, all these tumours have a comparable incidence in white and coloured Americans and must therefore be considered primarily environmental.
Tumours Almost Limited to Countries near the Equator Two forms of cancer are prevalent in equatorial countries but are very rare in the north and south. These are Burkitt's lymphoma, the distribution of which is now well known (Burkitt 1971) , and the epithelioma which arises in the often healed scars of tropical leg ulcers. This is not considered a skin cancer or a malignant transformation in an inflammatory process, since the ulcer may be healed for many years before the appearance of a rapidly spreading malignant tumour in the depigmented scar tissue. The distribution of this tumour coincides with that of tropical ulcers, which are rare in the south or north of the continent but ubiquitous throughout east, west and central Africa.
Tumours Commoner in East than in West Africa While Kaposi's sarcoma, and particularly cesophageal cancer, show areas of high and low incidence in different parts of East Africa, both tumours are much less prevalent in West Africa, where cesophageal cancer is very rare. Whereas Kaposi's sarcoma is common in the Central African countrieseastern Zaire, Rwanda and Burundiaesophageal cancer is particularly rare in these regions (Cook & Burkitt 1971 ).
Local Distribution ofSome Tumours in East Africa
Over an eight-year period an effort was made to determine the local distribution pattern of seven relatively easily recognizable tumours known to be common at least in some parts of East Africa. This study was prompted by the realization that interterritorial comparisons in which the overall prevalence of each form of cancer in one country was compared with that in another overlooked the all-important intraterritorial variations in incidence. The wide approach can be valuable, but wrongly accepts political boundaries as pathological frontiers (Hutt & Burkitt 1965 ). An effort was made to correlate histological with clinical findings since biopsy material is heavily biased towards accessible and usually superficial lesions, and sometimes even towards rare rather than common tumours, since the latter can more easily be diagnosed without the assistance of histology. The majority of up-country hospitals throughout Uganda, Kenya and Tanzania, including Zanzibar, and for a shorter period in Malawi, were circulated monthly for specific information on all patients diagnosed as having any of the following tumours: cancer of the cesophagus, stomach, penis or liver, epithelioma in tropical ulcer scars, Kaposi's sarcoma or Burkitt's lymphoma.
Primary liver cancer and scar epithelioma were found to be ubiquitous throughout all these territories. The other five tumours all revealed local patterns of distribution. Burkitt's lymphoma: The distribution of this tumour, which relates to temperature and rainfall, is now known to reflect the distribution of hyperendemic malaria (Kafuko & Burkitt 1970) . Stomach cancer (Fig 1) : Over most of East Africa this form of cancer is rare. It is, however, one of the commonest tumours recorded throughout Rwanda and Burundi and also in south-west Uganda and the West Lake Region of Tanzania, which areas are adjacent to Rwanda (Cook & Burkitt 1971) . Another region with a high incidence is emerging round Mount Kilimanjaro, where the new Kilimanjaro Christian Medical Centre at Moshi is admitting almost one case a week. Stirling (1966, personal communication) saw 3 cases in twenty-seven years in a mission hospital in southern Tanzania and 9 in the first year on transfer to a smaller hospital on the slopes of Mount Kilimanjaro.
.-I.di.g .P.,td only to th. K C R. Kaposi's sarcoma (Fig 2) : This tumour has its highest prevalence in western Uganda. It is also common in adjacent Rwanda and Burundi and in eastern Zaire (Cook & Burkitt 1971) . It is rare in the coastal regions of East Africa.
Penile cancer: The distribution of this tumour is strongly influenced by circumcision habits. Great incidence variations have, however, been shown between tribes who do not practise circumcision. The incidence is particularly high, for instance, among the Banyoro and Iteso and low in the Madi and Lugbara in Uganda. None of these tribes circumcise, and this suggests additional etiological factors possibly relating to customs of hygiene (Schmauz & Jain 1971) .
GEsophageal cancer (Fig 3) : With the possible exception of Burkitt's lymphoma, this is the tumour that shows the most extreme changes of incidence in different parts of East Africa. It accounted for only 0.5 % of Williams' (1966) series in north-west Uganda, 0.0% of Buckley's (1967) cases in south-west Uganda and 1.90% of Eshleman's (1966) in north-west Tanzania. It is virtually unknown in Rwanda or Burundi (Cook & Burkitt 1971 ), yet in western Kenya it is the most frequently recorded malignancy in men (Ahmed & Cook 1969 , Cook 1971 ).
Commen1ts
It is hoped that as these distribution patterns become clarified more clues will emerge as to the possible cause of some of these forms of cancer. The clues which were provided by the distribution pattern of Burkitt's lymphoma are being actively followed by workers in many countries with remarkable success. Stomach cancer still remains a mystery and causative factors suggested by the high incidence in some countries seem quite inapplicable in others. The uneven distribution of Kaposi's sarcoma suggests some environmental factor, while its multifactorial nature and varying host-defence manifestations provide faint similarities to Burkitt's lymphoma. Genital hygiene, which is facilitated by circumcision, must be a major factor in avoiding penile cancer.
The cause of cesophageal cancer is still elusive. Several ingenious hypotheses are at present in vogue. Morton (1970) related this tumour to ingestion of tannin in various forms, whether in food or drink; Hakim (1970) suggests a causative relationship to argemone seeds, and Cook (1971) , following a detailed study of the disease in Africa, has shown a relationship to beer brewed from maize.
Presumably in every case the etiology will be multifactorial.
Dr John Higginson (International Agencyfor Research on Cancer, Lyons, France)
The Future of Geographical Pathology Pr esent Situationi In spite of the success of the epidemiological method in controlling the communicable diseases in the second half of the nineteenth century, both descriptive and analytical studies in cancer epidemiology developed comparatively slowly until
